Progressive systemic sclerosis (PSS), or scleroderma, is regarded as a complex disease of vascular, connective tissue, and inflammatory reactions.'
According to some, scleroderma is essentially a vascular disease involving the arterioles and the capillary bed in many tissues, and the pathological findings are sequelae of the vacular lesions.2 3 Vascular complications occur in scleroderma, but are less common than in periarteritis nodosa or lupus erythematosus. 4 The vascular lesions involve both skin25-9 and internal organs, most commonly heart,24 7 lung, 4 6 8 10 gastrointestinal tract,4 7 8 1011 kidney 2 Recent thrombotic endarteritis was found with: extensive secondary infarction of the body of i the pancreas (Fig. 2) . Probably as an earlier change R acute panarteritis in some of the medium-sized : arteries was present (Fig. 3) . Other muscular arteries showed segmental necrosis of the wall, with fibrosis and in some recanalised thrombi. Many e H arteries showed only bland concentric fibrosis of intima (Fig. 4) or onion-skinning of the wall. i
There was mild atrophy of exocrine pancreas with focal fibrosis of the interstitium.~-w. , * : W t ! r t -. , ! # ; s ; t " * : ' ,t e,f^:&Cardiomegaly was present (weight 550 g), 
phase), as the pathological changes are generally similar.'4 However, the normal gross weight of the kidneys, the only slightly granular cortical surface, and the absence of focal haemorrhage with fibrinoid necrosis of arterioles are features more characteristic of scleroderma than of nephrosclerosis. Other differential diagnostic possibilities with similar pathological alterations in the kidney (such as haemolytic uraemic syndrome of children, postpartum renal failure, and humoral allograft rejections) can be excluded. Serum antinuclear antibodies are prominent in PSS, being found in 40-90% of cases,15 and the patient's serum was positive for antinuclear antibodies. Heart and lung alterations were slight. Pericarditis, clinically not usual (16% in D'Angelo et al.'s series'2), is commonly found at necropsy. Uraemic pericarditis, however, cannot be ruled out, although the patient was adequately dialysed.
The involvement of pancreas in PSS (in this case extensive and a major contributor to her death) is not recognised. A review of the literature failed to disclose a report of significant involvement of the pancreas. A photograph of a vessel with typical changes was published in a clinico pathological conference from the Massachusetts General Hospital without mentioning pathological changes in the pancreas itself.2 However, cases of scleroderma have been reported with appearances of an acute abdomen with arteritis resulting in occlusion of one of the large mesenteric vessels and infarction of the bowels. '6 17 In this case the pancreatic alterations-a fatal complication of her disease-should be ascribed to the vascular changes of the pancreas. The pathological sequelae of the acute arteritis of the pancreas in this case are even more striking in view of the rarity of vascular lesions of this organ resulting in thrombosis. The earliest report of a case dates back to 1900 by Chian,'8 and only 7 Corticosteroid-induced pancreatic lesion can be excluded, as the patient was only briefly treated with steroids (at the time of pericardiectomy), and the steroid-caused pancreatic alterations described20 are different, being focal and interstitial.
